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Rubella Among Hispanic Adults — Kansas, 1998, and Nebraska, 1999 


Since 1994, the incidence of rubella has been low; most reported rubella cases have 
been associated with outbreaks ( 7,2 ). Recent outbreaks have occurred primarily among 
adult Hispanics, many of whom are natives of countries where rubella vaccination is not 
routine or has been implemented recently (7). This report describes two workplace- 
associated outbreaks of rubella and summarizes the characteristics of the recent out- 
breaks in the United States. 


Kansas 
During April 22-July 14, 1998, 35 confirmed cases of rubella were reported to the 
Kansas Department of Health and Environment (Figure 1), compared with one case in 


FIGURE 1. Number of confirmed cases of rubella, by week of rash onset — Kansas, 
April 22—July 14, 1998 
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1997 and no cases during January-April 1998. The first case was identified in a 45-year- 
old Hispanic female employee of a meat-packing plant who developed the characteristic 
rubella rash on April 22. Of the 35 confirmed cases, 28 (80%) occurred in employees in 
meat-packing plants in the same region. The median age was 29 years (range: 3 months— 
47 years); 27 (77%) were men. Of the eight cases among females, four occurred among 
women of childbearing age; two were infected during pregnancy (one in the second and 
one in the third trimester). Both women delivered full-term, healthy infants who had no 
clinical findings suggestive of rubella and had negative rubella IgM antibodies. Of the 
35 confirmed cases, 28 (80%) occurred among Hispanics. Of the 32 case-patients with 
known place of birth, 20 (63%) were born outside the United States in Latin American 
countries (15 in Mexico, four in El Salvador, and one in Guatemala). Of these, the median 
length of residence in the United States was 9.5 years. The median age of U.S.-born case- 
patients during the Kansas outbreak was 34.5 years, compared with 26.5 years in 
foreign-born case-patients. 

Active surveillance for rubella was established in counties where cases had been 
reported and in adjacent counties. From May 8 to June 19, 1998, worksite vaccination 
clinics were established in six Kansas meat-packing plants. Clinic activities included 
1) screening for persons who presented with rash or who had a history of rash illness 
during the previous 2 months; 2) vaccination with measles, mumps, and rubella vaccine 
(MMR) for every consenting employee without contraindications and without proof of 
rubella immunity; and 3) serologic testing of pregnant women. At these clinics, 
7334 doses of vaccine were administered, and 64% of plant employees were vaccinated. 
An additional 1210 doses of MMR were administered in clinics established in county 
health departments, associated workplaces (e.g., cattle-feeding farms), and Spanish- 
language churches. The last confirmed case of rubella associated with this outbreak was 
reported in Kansas on July 11, 1998. 


Nebraska 


On April 1, 1999, a 29-year-old Hispanic man residing in Omaha sought treatment at 
a local sexually transmitted diseases clinic. He had a rash, low grade fever, and lymphad- 
enopathy and tested positive for rubella-specific IgM. He worked in a meat-packing plant. 
Seven additional cases subsequently were detected in the same plant. 

Rubella surveillance was enhanced and, during March 21-May 29, the Douglas County 
Health Department identified 53 confirmed cases of rubella (Figure 2), compared with 
none for the previous 8 years. Of these, 44 (83%) occurred among Hispanics born outside 
the United States, and 45 (85%) occurred either among workers in a meat-packing plant 
or who resided in the same household with a meat-packing-plant worker. Four cases 
occurred among pregnant women; two were in the first trimester. 

Outbreak control measures included mass vaccination campaigns in the community, 
encouragement by health-care providers to receive vaccination (e.g., assuring that 
missed opportunities were minimized and vaccinating all family members with no 
contraindications at the health-care visit), collaboration with the Special Supplemental 
Food Program for Women, Infants and Children (WIC) to reach potentially under- 
vaccinated populations, and efforts to increase community awareness. Rash onset for 
the last reported case-patient was July 27, 1999. A total of 95 cases of rubella 
associated with this outbreak have been reported to the Nebraska Health and Human 
Services System. 
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FIGURE 2. Number of confirmed cases of rubella, by week of rash onset — Nebraska, 
March 21—May 29, 1999 
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Reported by: D Langvardt, G Pezzino, M Mayer, C Miller, Kansas Dept of Health and Environ- 
ment. J Weston, C Allensworth, Douglas County Health Dept, Omaha; R Raymond, Nebraska 
Health and Human Svcs System. RC Jones, Rollins School of Public Health, Emory Univ, Atlanta, 
Georgia. Child Vaccine Preventable Diseases Br, Vaccine Safety and Development Br, Epidemi- 
ology and Surveillance Div, National Immunization Program; Measles Virus Section, Respira- 
tory and Enteric Viruses Br, Div of Viral and Rickettsial Diseases, National Center for Infectious 
Diseases; and an EIS Officer, CDC. 


Editorial Note: During 1969-1989, the annual number of reported cases of rubella in the 
United States decreased 99.6% as a result of a successful childhood vaccination program 
(7). Indigenous rubella is targeted for elimination in the United States by the end of 2000 
(3). However, approximately two thirds of other countries did not routinely vaccinate 
against rubella before 1997 (2). Rubella remains endemic in many Latin American 
countries, and large epidemics of rubella occur periodically. For example, during January- 
June 1998, approximately 25,000 cases of rubella were reported to the Ministry of 
Health in Mexico. 

During 1996-1998, 14 rubella outbreaks were reported in the United States (median 
number of reported cases: 21; range: eight-95). Seven outbreaks were workplace 
associated and most occurred among workers at food-processing plants or other indus- 
tries employing predominantly foreign-born workers. Most cases reported in these out- 
breaks occurred among persons of Hispanic origin (median: 92.5%; range: 32%-100%). 
No case-patients in the Kansas or Nebraska outbreaks reported having received rubella 
vaccination. 
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Although rubella is near record low levels in the United States, epidemics continue to 
occur among susceptible foreign-born adults. Workers born outside the United States 
are a potentially susceptibie population in which outbreaks may occur after importation 
of the virus from areas outside the United States where rubella is endemic. Vaccinating 
against rubella in workplaces is a strategy to reach this susceptible population and can be 
a critical step in eliminating indigenous rubella. Public health professionals, other health- 
care professionals, and industrial health-care services should design appropriate pro- 
grams to assure high coverage of foreign-born employees with rubella vaccine. 
References 
1.CDC. Rubella and congenital rubella syndrome—United States, 1994-1997. MMWR 

1997;46:350—-4 . 

2. Robertson SE, Cutts FT, Samuel R, Diaz-Ortega JL. Control of rubella and congenital rubella 
syndrome in developing countries, part 2: vaccination against rubella. Bull World Health 
Organ 1997;75:68-90. 

. Public Health Service. Healthy people 2000: national health promotion and disease preven- 
tion objectives—full report, with commentary. Washington, DC: US Department of Health 
and Human Services, Public Health Service, 1991; DHHS publication no. (PHS)91-50212. 


Adoption of Perinatal Group B Streptococcal Disease 
Prevention Recommendations by Prenatal-Care Providers — 
Connecticut and Minnesota, 1998 


Group B streptococcal (GBS) infections are the leading bacterial cause of serious 
neonatal disease in the United States (7). In 1996, in collaboration with the American 
Academy of Pediatrics and the American College of Obstetricians and Gynecologists, 
CDC issued consensus guidelines for preventing perinatal GBS disease (2-4). These 
guidelines recommend using either a screening-based or a risk-based strategy to iden- 
tify women who should receive intrapartum antimicrobial prophylaxis. To assess adop- 
tion of the GBS disease prevention guidelines, the Connecticut and Minnesota state 
health departments surveyed prenatal-care providers during January-April 1998. This 
report presents the survey findings, which indicate that most prenatal-care providers in 
Connecticut and Minnesota have adopted perinatai GBS disease prevention policies and 
that strategy choice may vary by state and provider type. 

In Connecticut, surveys were mailed to all (n=576) licensed obstetricians/ 
gynecologists (OBs). Group practices were allowed to submit a single response for all 
members. A second mailing was sent to nonrespondents. A sample of nonrespondents 
was then contacted by telephone to determine reasons for nonresponse. After eliminat- 
ing providers from the sample who did not deliver prenatal care and those who were 
represented by a response from another provider in their practice, the final response 
rate was 77% (250 of 323). In Minnesota, surveys were mailed to a random sample of 
approximately 50% of practicing OBs, a random sample of approximately 25% of family 
physicians (FPs) who indicated on their licensure application they provided prenatal 
care, and all certified nurse midwives (CNMs). After three mailings, 431 (77%) of those 
sampled responded. The response rate was similar for all three provider groups. 

In 1998, most prenatal-care providers in Connecticut and Minnesota reported that 
their practices had a perinatal GBS disease prevention policy, although most practices 
did not have a written policy (Table 1). Practices in Connecticut were more likely than 





Vol. 49 / No. 11 MMWR 


Group B Streptococcal Disease — Continued 


TABLE 1. Number and percentage of prenatal-care providers with group B strepto- 
coccal (GBS) disease prevention policies, by type of policy — Connecticut and 
Minnesota, 1998 





Connecticut Minnesota 
Policy No. (%) No. (%) 
Policies at the practice level (n=250) (n=431) 
Written policy 114 (46) 199 (46) 
Any GBS disease prevention policy* 237 (95) 348 (81) 
No policy* 5 ( 2) 74 (17) 
Not reported 8 ( 3) 9 ( 2) 
GBS disease prevention strategy 
used by individual physicians (n=431) 
Screening-based' 181 (72) 143 
Risk-based’ 62 (25) 236 
Other 3 ( 1) 28 
None/Unknown 4 ( 2) 24 
Culture sites 
(screening-based strategy only) (n=181) 
Vagina and rectum 128 (71) 
Vagina only 37 (20) 23 
Cervix only 7 ( 4) 4 
Other/Unknown 3 ( 5) 8 
Timing of culture 
(screening-based strategy only) (n=181) (n=143) 
34-38 weeks 148 (82) 114 
First trimester 12 ( 7) 3 ( 2) 











*p<0.001 for the presence of any GBS disease prevention policy, Connecticut compared with 
Minnesota. 


* p<0.001 for screening-based vs. risk-based strategy, Connecticut compared with Minnesota. 


those in Minnesota (p<0.001) to have a GBS disease prevention policy, primarily because 
of the relatively low percentage of Minnesota family practices with a policy. More than 
90% of individual providers from both states reported having a GBS disease prevention 
policy. Most providers in Connecticut chose a screening-based strategy (72%), and most 
in Minnesota chose a risk-based strategy (55%). When the analysis was limited to OBs in 
both states, OBs in Connecticut were more likely than OBs in Minnesota to choose a 
screening-based strategy (p<0.001). 

Of providers who used a screening-based strategy, 71% from Connecticut and 76% 
from Minnesota collected specimens from both the vagina and rectum, as recommended 
by the consensus guidelines. Providers using the screening-based strategy from 
Connecticut (82%) and Minnesota (80%) obtained cultures within 1 week of the recom- 
mended 35-37 weeks’ gestation. Of providers who used a risk-based strategy in Minne- 
sota, 80% indicated that they would administer intrapartum prophylaxis for all five of the 
high-risk criteria (i.e., previous infant with invasive GBS disease, GBS bacteriuria during 
the current pregnancy, delivery at <37 weeks’ gestation, duration of rupture of mem- 
branes 218 hours, and intrapartum fever 2100.4 F [238 C]) as specified in the consensus 
guidelines. Questions about indications for prophylaxis under the risk-based strateay 
were not asked in the Connecticut survey. 
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In Minnesota, differences were observed between the responses of FPs compared 
with OBs or CNMs (Table 2). OBs and CNMs were more likely than FPs (p<0.001) to report 
that their practices had a GBS disease prevention policy. Individual FPs were less likely to 
choose a risk-based strategy or to use penicillin for intrapartum prophylaxis (p<0.001 for 
all comparisons except strategy choice between FPs and OBs). OBs were significantly 
more likely than either CNMs (91% vs. 46%, p=0.001) or FPs (91% vs. 73%, p=0.03) to 
report collecting specimens from both the vagina and rectum. FPs were less likely to 
respond that they would follow all five recommended indications than either OBs (69% 
vs. 89%, p=0.004) or CNMs (69% vs. 84%, p=0.04). 

Reported by: R Lynfield, MD, K White, MPH, R Danila, PhD, Acting State Epidemiologist, Minne- 
sota Dept of Health. A Roome, PhD, H Linardos, J Hadler, MD, State Epidemiologist, Connecticut 
Dept of Public Health. Respiratory Diseases Br, Div of Bacterial and Mycotic Diseases and Emerg- 
ing Infections Program Network, National Center for Infectious Diseases; and an EIS Officer, 
CDC. 

Editorial Note: Perinatal GBS disease is largely preventable through targeted use of 
intrapartum antibiotic prophylaxis (2). Since the release of the 1996 consensus 
prevention guidelines, the incidence of perinatal GBS disease has declined in the United 
States (5). Prenatal-care providers play a critical role in preventing GBS disease. The 
findings in this report suggest that most prenatal-care providers in Connecticut and 
Minnesota have adopted one of the two GBS disease prevention strategies recom- 


TABLE 2. Number and percentage of prenatal-care providers with group B 


streptococcal (GBS) disease prevention policies, by type of policy and provider 
specialty — Minnesota, 1998 





Obstetricians/ Certified nurse Family 
Gynecologists midwives physicians 
(n=127) (n=104) (n=200) 
Policy No. (%) No. (%) No. (%) 
Policies at the practice level 
Written policy 63 (50) 57 (55) 79 (40) 
Any GBS disease 
prevention policy* (94) 93 (89) (68) 
No policy* ( 6) 11 (11) (28) 
Not reported — 0 _— ( 4) 
GBS disease prevention strategy 
used by individual physicians 
Screening-based' (36) 13 (12) 84 (42) 
Risk-based' (58) 75 (72) 87 (44) 
Other ( 5) 10 (10) 12 ( 6) 
None/Unknown ( 1) 6 ( 6) 17 ( 8) 
Antibiotic for 
intrapartum prophylaxis 
Penicillin*® (72) 72 (69) 81 (40) 
Ampicillin* 35 (28) 28 (27) 112 (56) 
Other 0 —_ 1 ( 1) 2 ( 1) 
Not reported 1 ( 1) 3 ( 3) 5 ( 2) 
*p<0.001 for comparison of family physicians with obstetricians/gynecologists and family 
physicians with certified nurse midwives. 
* p=0.09 for comparison of family physicians with obstetricians/gynecologists and p<0.001 for 
comparison of family physicians with certified nurse midwives. 
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mended in the consensus guidelines and that strategy choice may vary by state and 
provider type. Pregnant women should discuss GBS disease prevention with their 
prenatal-care providers to optimize GBS disease prevention opportunities. 

in Minnesota, FPs providing prenatal care were less likely than OBs or CNMs to report 
that their practices have a GBS disease prevention policy and to report following all the 
guidelines within either the risk-based or screening-based strategy. These findings sug- 
gest that additional efforts are needed to inform FPs in Minnesota about GBS disease 
prevention recommendations. FPs also were less likely to use penicillin, the recom- 
mended intrapartum antibiotic. Although ampicillin is an acceptable alternative (2 ), peni- 
cillin is preferred because it has a narrower spectrum of activity and is therefore less 
likely to promote antimicrobial resistance. This study was conducted before the recent 
shortage of penicillin G for intravenous administration. A new supplier has been identi- 
fied, and penicillin G should be more available for intrapartum prophylaxis (6). 

In 1997, hospital obstetric departments were surveyed in both Connecticut and Min- 
nesota about perinatal GBS disease prevention policies (7). in both states, the percent- 
age of OBs providing prenatal care who reported adopting a perinatal GBS disease 
prevention policy was higher than the percentage of hospitals with a policy. Hospitals 
may leave decisions about GBS disease prevention activities to prenatal-care providers. 
Efforts to expand perinatal GBS disease prevention activities should be directed at both 
hospitals and prenatal-care providers (8). 

Although the surveys presented in this report were not designed to measure 
provider practices, the results suggest that prenatal-care providers are aware of the 
recommendations outlined in the consensus guidelines. The screening-based strategy 
relies on appropriate and accurate specimen collection by prenatal-care providers. Most 
providers in Connecticut and in Minnesota using the screening-based strategy reported 
collecting specimens from both the vagina and rectum. Collection site is important 
because vaginal/rectal specimens improve group B Streptococcus isolation rates by 
40% over vaginal specimens alone (9,10 ). At least 80% of prenatal-care providers using 
the screening-based strategy in both states also reported collecting specimens at appro- 
priate times. The risk-based strategy depends on prenatal-care providers identifying and 
administering prophylaxis to women at increased risk for delivering an affected infant. In 
Minnesota, 80% of prenatal-care providers using the risk-based strategy reported 
following the recommended indications for intrapartum antibiotic prophylaxis. 

The findings in this report are subject to at least two limitations. First, because the 
surveys were conducted in only two states, the results might not be generalizable to 
other states. Second, the surveys measured only the reported practices of prenatal-care 
providers and not the services actually rendered. 

GBS disease prevention guidelines and order forms for other information for 
prenatal-care providers and patients are available on the World-Wide Web at http:// 
www.cdc.gov/ncidod/dbmd/gbs or from CDC’s National Center for Infectious Diseases, 
Division of Bacterial and Mycotic Diseases, Respiratory Diseases Branch, Mailstop C-23, 
1600 Clifton Road, N.E., Atlanta, GA 30333. 
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National Public Health Week — April 3-9, 2000 


“Healthy People in Healthy Communities” is the focus of this year’s National Public 
Heaith Week, April 3-9, 2000. U.S. residents are living 30 years longer than they did 
in 1900; at least 25 years are attributable to advances in public health (7). Among 
the most notable achievements are control of infectious diseases; fewer deaths 
from heart disease and stroke; healthier mothers and babies; family planning; higher 
rates of vaccination; safer foods, motor vehicles, and workplaces; fluoridated water; 
and recognizing tobacco as a health hazard. As part of public health week, the U.S. 
Department of Health and Human Services and the Surgeon General will release 
Healthy People 2010, health promotion and disease prevention objectives for the 
next decade. Additional information on National Public Health Week is available 
from the American Public Health Association, telephone (202) 777-2434, World- 
Wide Web site at http:/Awww.apha.org*; or from the CDC Office of Communications, 
telephone (404) 639-3286, World-Wide Web site at http://www.cdc.gov. Healthy 
People 2010 is available at http://www.health.gov/healthypeople. 

Reference 


1. CDC. Ten great public health achievements—United States, 1900-1999. MMWR 
1999;48:241-3. 


*References to sites of non-CDC organizations on the Internet are provided as a service 
to MMWR readers and do not constitute or imply endorsement of these organizations 
or their programs by CDC or the U.S. Department of Health and Human Services. CDC is 
not responsible for the content of pages found at these sites. 
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Availability of Work-Related Lung Disease Surveillance Report, 1999 


CDC’s National Institute for Occupational Safety and Health (NIOSH) has released the 
Work-Related Lung Disease (WoRLD) Surveillance Report for 1999 (7). This report is the 
fifth in a series of WoRLD reports presenting summary tables and figures concerning 
various occupationally relevant respiratory diseases, including pneumoconioses, occu- 
pational asthma, other airway diseases, and other respiratory conditions. The report has 
three major sections: 1) summary highlights and limitations; 2) disease-specific tables 
and figures; and 3) appendices describing data sources, methods, and supplementary 
information. 

The WoRLD report presents national and state summary statistics such as counts, 
crude and age-adjusted mortality rates, and years of potential life lost to age 65 years 
and to life expectancy; U.S. maps showing the geographic distribution of mortality by 
state; and tables and figures summarizing selected occupational exposure data for 
asbestos, coal and coal mine dust, silica dust, cotton dust, and other substances. Propor- 
tionate mortality ratios by industry and occupation are based on the most recent decade 
of data from a subset of states for which usual industry and occupation have been coded 
for decedents. Also included are tables summarizing silicosis and asthma surveillance 
data collected by states funded by the Sentinel Event Notification Systems for Occupa- 
tional Risks Program. 

The 1999 WoRLD Surveillance Report is available from Surveillance Branch, Division 
of Respiratory Disease Studies, NIOSH, CDC, 1095 Willowdale Road, Morgantown, WV 
26505-2888; fax (304) 285-6111; or e-mail WoRLD@cdc.gov. 

Reference 
1. National Institute for Occupational Safety and Health. Work-related lung disease surveil- 
lance report, 1999. Cincinnati, Ohio: US Department of Health and Human Services, Public 


Health Service, CDC, National Institute for Occupational Safety and Health, December 1999; 
DHHS(NIOSH) publication no. 2000-105. 
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Satellite Broadcast on HIV Prevention 


“HIV Prevention with Incarcerated Persons,” a satellite broadcast, is scheduled fcr 
Thursday, April 27, 2000, at 1-3 p.m. eastern time. Co-sponsors are CDC and the Public 
Health Training Network. This forum will focus on activities and resources for human 
immunodeficiency virus (HIV) infection prevention within correctional facilities. Viewers 
will hear about CDC activities and programs throughout the country. 

This broadcast is designed for organizations and persons involved in providing health 
care and HIV prevention for incarcerated persons and their partners. This audience 
includes administrators and other staff in correctional facilities, public health programs, 





234 March 24, 2000 
Notices to Readers — Continued 


community-based organizations, legislative staffs, and managed care. Speakers will dis- 
cuss why incarceration is a critical opportunity for HIV prevention, benefits of HIV pre- 
vention for correctional programs and public health, specific programs in HIV prevention 
at correctional facilities, and resources and technical assistance for corrections and pub- 
lic health. Viewers can fax questions and comments before and during the satellite broad- 
cast. 

Additional information for organizations and potential viewers is available through 
the World-Wide Web site for this broadcast, http:/(www.cdcnpin.org/broadcast, and CDC’s 
Fax Information System, telephone (888) 232-3299 ([888] CDC-FAXX), by entering docu- 
ment number 130026 and a return fax number. Organizations setting up viewing sites 
can register online or by fax as early as possible so that potential viewers may access 
information about viewing locations when visiting the web site or calling the information 
line. 


Erratum: Vol. 49, No. 10 


In the article “Hantavirus Pulmonary Syndrome—Panama, 1999-2000,” on page 
205, the year given in the first sentence of the second paragraph was incorrect. The 
sentence should read: “In mid-January 2000....” 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending March 18, 2000, with historical data — United States 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 


Hepatitis A 571 
Hepatitis B 
Hepatitis, C/Non-A, Non-B 
Legionellosis 
Measles, Total 
Meningococcal Infections 
Mumps 


Pertussis 


Rubella 


a 





0.125 . 0.5 1 


Ratio (Log Scale)” 
Beyond Historical Limits 


*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending March 18, 2000 (11th Week) 





Cum. 2000 








Cum. 2000 
Anthrax 


- HIV infection, pediatric** a 
Brucellosis* Plague 2 
Cholera - Poliomyelitis, paralytic - 
Congenital rubella syndrome Psittacosis* 
Cyclosporiasis* Rabies, human 
Diphtheria Rocky Mountain spotted fever (RMSF) 
Encephalitis: California* serogroup viral Streptococcal disease, invasive Group A 
eastern equine* Streptococcal toxic-shock syndrome* 
St. Louis* Syphilis, congenital" 
western equine* Tetanus 
Ehrlichiosis humen granulocytic (HGE)* Toxic-shock syndrome 
human monocytic (HME)* Trichinosis 
Hansen Disease* Typhoid fever 
Hantavirus pulmonary syndrome*’. Yellow fever 
Hemolytic uremic syndrome, post-diarrheal* 














-: nO reported cases 

*Not notifiable in all states. 

' Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for infectious Diseases (NCID). 

* Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, 
STD, and TB Prevention (NCHSTP), last update February 27, 2000. 

‘Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending March 18, 2000, and March 20, 1999 (11th Week) 


Escherichia coli 0157:H7* 
LIS 





Chiamydia’ 
Reporting Area 2000" 2000 
UNITED STATES 99,460 
NEW ENGLAND 4,261 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending March 18, 2000, and March 20, 1999 (11th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending March 11, 2000, and March 20, 1999 (11th Week) 

Salmonellosis* 

Malana d i PHLIS 

2000 _|___ 1988 200 

2,464 

















Reporting Ares __ 200 1999 
UNITED STATES 138 250 
4 


NEW ENGLAND 1 
1 











MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J. 

Pa. 


E.N. CENTRAL 
Oh 


E 


1,037 
156 
3 
4 
»D 
6 
Ku 
210 
130 
U 
4 
3B 

1 


'@ie 


W.N. CENTRAL 
inn. 


@nen- W& nwo 
.on: 8 waSan® whe 


B..BBABSES 


oo8. YQn.. 
& 
a4 


— 
‘NRE —@: ao 


E.S. CENTRAL 
Ky 


S38 BERAAB. Br 


Tenn. 
Ala. 
Miss. 


W.S. CENTRAL 
Ark. 

La. 

Okla. 

Tex. 


MOUNTAIN 


Bok SBBENS. YSS cS. SoneNN 


ca 3 
ww 
aug weRas s 


nN 
= 
nN 


au8 «0-0 


2.8 Sues’ cus 


BRuke 
ade 


~ 
- 
w 
~ 
° 
w 


Utah 
Nev. 


PACIFIC 
Wash. 
Oreg. 
Calif. 
Alaska 
Hawaii 


wo 
SS RB 


8 
o8 


Guam 

PR. 

Vi. 

Amer. Samoa 

C.N.M.1. 

N: Not notifiable : Unavailable -. NO reported cases 

*individual cases may be reported through both the National El ic Tel icati System for Surveillance (NETSS) and the Public 
Health Laboratory information System (PHS). 


cccSe a_8a08 BB 
ceccc £m. 888 . SSRBR... 


ccccc Ba 











Vol. 49 / No. 11 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending March 18, 2000, and March 20, 1999 (11th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending March 18, 2000, 
and March 20, 1999 (11th Week) 
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TABLE Ill. (Cont’d) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending March 18, 2000, 
and March 20, 1999 (11th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 


March 18 


2000 (11th Week) 


March 24, 2000 





All Causes, By Age (Years) 
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U: Unavailable 


-no reported cases 


*Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 100,000 or more. 
A death a tay awry ad the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not included. 
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